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various emotional and psychological problems. Although approached in terms of
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Basis of therapeutic Tecreation is that recreation can be used as a planned
and purposeful intervention to bring about desired changes in a client's behavior and
promote his/her growth and development. Assessment and evaluationl are keys to under-
standing an individual's needs and unique characteristics and, thus, bases for
developing individual recreation treatment plans. Through assessment, a therapeutic
recreation professional and other professionals determine an individual's strengths
and weaknesses regarding one's present levels of adaptive behavior. Evaluation is
imperative to determine future direction in terms of objectives, activities, and
leadership techniques. After initial assessment there should be continuous evaluation.
Just as the therapeutic relationship continues to grow and change, so do program goals.

Development of Communication Skills

Understanding the importance of therapeutic communication and self-examination
of verbal and nonverbal communication skills is one of the primary tasks of
therapeutic recreation specialists in psychiairic settings. Feedbzck as proven to
be the most facilitative way of responding to the behavior of others. Unforcunately
many of us carry certain non-helpful emotional learnings and habits with regard

to listening skills. What are some of the usual non-helpful methods of responding
to others?

Some of us like to provide solutions—--

-

. WE order, direct, or command, telling the other person to do something.

. WE warn, threaten, or promise, telling the other what consequences will
occur if he/she does something. :

i

. WE moralize or preach, invoking an outside authority as an accepted truth
or law.

. WE advise, giving solutions or suggestions, providing answers.

. WE lecture, giving logical arguments, facts, counter arguments, oOr information
of our own opinions.

Others of us like to give cut-down messages—-

. WE judge, criticize, or disagree, blaming or making a negative judgment
or evaluation of another.

. WE name call, label or stereotype, putting others into categories, shaming
them.

1See Practical Pointers The Assessment Process in Recreation with Severely and

Profoundly Retarded Populations (Volume II, Number 1, 245-26364) and Recreation

Programming Hierarchy with Severely and Profoundly Retarded Populations (Volume IT,

Number 3, 245-26424), available at $2.00 each from AAHPERD Publications (P. 0. Box

704, 44 Industrial Park Circle, Waldorf, Maryland, 20601) for specific assessment

information and protocols adaptable for populations addre: ;ed in this publication.
!
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. WE interpret or analyze, telling the other what his/her motives are or
analyzing why he/she is doing or saying something.

- WE probe, question, interrogaté, trying to find ieasons, motives, searching
for more information for our benefit.

To become a more effective listener a therapeutic recreation specialist must
learn to avoid these common pitfalls. A noncemmittal acknowledgement is necessary,
one that opens the door to further communicarion by providing an invitation to say
more. To communicate acceptance of the sender's feelings and leave responsibility
for problem solving with the sender, yet remain involved, requires considerable
personal expertise. Each member of the psychiatric treatment team is obligated to
pursue these skills continually. A substantial professional investment is required.
How do you become an effective helping agent for another?

Therapeutic Use of Self in One-to-Cne Relationships

As part of the mental health treatment team a therapeutic recreation specialist
has responsibility to identify those things which dehumanize patients as well as
those things which have pesitive effects. This requires a positive communication
pattern. Elements of this pattern involve relating through meaningful dialogue,
openness and closeness, understanding, consistency, and empathy.

Meaningful diaiogue is pertinent; relevant, and appropriate, not small talk,
directions, or orders, It involves timing, knowing when to speak, what to say, how
to say it, and when to be silent.

Openness and closeness implies caring. It is characterized by capacity to allow -
opposing problems or feelings to coexist without succumbing to the need to avoid
discomfort or premature closure of the interaction. The purpose is to free the
patient through emotional experience and develop confidence and trust in other
human beings. |

Understanding, as a skill, is to acknowledge uniqueness of another. This
gives the patient endurance and courage to face problems. Emotional functioning
and personality structure of the patient are products of higher life-long personality
development and current interpersonal stresses. To develop understanding we must ask
ourselves continually, what things have gone on in past experiences of this patient
which might affect current upset behaviors.

Consistency helps lessen a patient's anxiety by simplifying decision-making
and avoiding uncertainties. A positve attitude and approach go hand in hand with
consistency.

Empathy is a slow process involving warmth and support. All mentally ill
patients experience some loss of self-esteem and self-confidence. If the therapeutic
relationship is to be helpful it must help restore and re-establish these characteristics,

Each practitioner brings into a therapeutic relationship unique contributions,
that is, what he/she is as a person which is different from any other person. Degree
of self-understanding directly relates to effectiveness of each practitioner in one-
to-one relationships. Therapeutic involvement is moving toward knowing\a patientc as
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a unique human being. It is an ongoing process, representing another means by

which the practitioner demonstrates ccnsistency, understanding, and acceptance of

the patient. It begins with the very first interactional encounter. For the
therapeutic recreation specialist this usually means the initial assessment interview.

Elements of an Assessment

Interviewing

Interviewing is a goal-directed method of communication, a process used in the
therapist-patient relationship that may extend for some time. 1In the first phase
of the relationship the therapist forcuses on getting to know the patient and on
having the patient become acquainted with the therapist to establish a trusting
relationship.

In the second or working phase of the relationship purposes of the interview
vary from time to time. Goals originally formulated may be modified. It is more
common to find a therapist beginning to structure an interview so that the patient
can talk about his/her ieelings, to ventilate. This is helpful because tensions
are released.

In the third or terminal phase of the interview process the therapist uses
the interview to help the patient understanc and resolve his/her own problems and
feelings. Interviewing techniques assist a patient in becoming more independent
and consequently better“able to live effectively without professional help.

Interviewing is commnunication through speech. While meaning of a sender's
message is important in terms of his/her choice of words, the receiver does gather
additional data through the sender's tone of veice, facial expressions, and body
movements. This law of human interaction applies to both patient and therapist
during the interview process. What are some unique elements of the interview
process?

Dynamics of Interview Assessment Interaction

The therapist must interrupt only to seek clarification or make statements that
indicate understanding. The task is to keep communications open, encourage spontaneity,
but also focus on problems the patient brings up and to encourage expression of
feelings. Movement of the interview depends on the practitioner being an excellent
listener. An alert listener picks up a patient's verbal and nonverbal leads, and
recognizes clues or signals from the patient. A therapeutic recreation specialist
as a good listener not only hears words that are spoken, but also sees body gestures
accompanying words. In addition he/she categorizes a patient's statements into
themes. This is a shorthand method of thinking which is necessary because no one
can store vast numbers of words in the memory. Instead, ideas are memorized that
can later be recalled. This is an important skill to acquire as many themes may
reoccur {rom conference to conference.

A therapist should use various means toO keep an interview moving. This does
not automatically mean the goal is to keep a patient talking, but means that efforts
be made to continue the thought process and the sharing of ideas and feelings. A
therapist tries to use as few words as possible so that his/her words do not interrupt

IToxt Provided by ERI
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the patient's or that his/her thoughts unduly influence those of the patient. Such
statements as "Tell me more about it," "Go on in that area,”" and "That interests me"
are useful in encouraging the patient. They also indicate that although the therapist
is listening he/she needs more information to 'understand ‘more fully. It is useful to
say, "I don't understand. Could you tell me again?" or "Could you tell me more?"

if a therapist is really unSure of the meaning of a patient's statements. This
questioning may be necessary as many areas need to be addressed.

Eclectic Approach Essential

Some essential elements with which a therapeutic recreation specialist must
deal include response to stress, coping and defense mechanisms, interpersonal
relationships, motivation and life-style, thought processes and verbal behavior,
nonverbal behavior, awareness and handling feelings, talents, strengths and assets,
and the introspective of the self. Successful assessment and interpretation of
patient behavior depend upon perceived interrelationships of these factors.

Response to Stress: Coping and Defense Mechanisms. By exploring the patient's
responses to past stresses as well as current stress of illness the therapist can
assess a patient's overall adaptive ability. Each of us has two rather predictable
mechanisms.

- Coping mechanisms are those direct action tendencies aimed at eliminating
or minimizing a stressful event. Coping strategies are task and reality
oriented--for instance, grieving over the death of a family members.

- Defense mechanisms, on the other hand, falsify reality and are unconsciously
determined. Denial as a response to the death of a family member is avojding
reality. One is protected from the loss by denial of its existence.

1

The greater one's repertoire of responses to stress, the more realistic responses
are likely to be. Interview cues and questions——

. Have you experienced arecent stress and how did you manage?
- How do you handle stress on the job or at home?

Interpersonal Relationships. Ia a person with low self-esteem, the self-system
tends toward social isolation. Such a person puts restrictions and stipulations on
contacts with others. This enables some measure of security by avoiding anxiety-
provoking relationships. Thus, assessment of a patient's interpersonal relationships,
by closeness or distance of them, provides data about meeting interpersonal needs
and person's self-esteem. Interview cues and questions—-

. Do you have close friends? Can you exchange thoughts and feelings with
them? What do you do together?

- How do you feel when you are in social situations?
Motivation and Life-Style. An extremely important aspect of motivation is

optimism or hope a person feels in pursuing a goal. Motivation, or striving for a
goal, requires some measure of hopefulness. Many psychiatric patients, because of

6
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deprivation and frustration, have lost hope and instead are depressed, apathetic,
and withdrawn. They are not motivated to pursue goals, having devalued them or
having abandoned hope of goal attainment. Yet improvement will be a result, in
part, of the patient's motivation for dealing with his/her illmess.

Related to motivation is life-style. 1Inquiries as to a client's life-style may
yield data about his/her continuing pattern of assumptions and attitudes. Detailing
a typical day's activities may also give clues as to the patient's motives, one's
level -of aspiration, richness or poverty of activity, and meaning in his/her daily
life. TInterview cues and questions-—-

. Eow do you think things can be different for you, and what can you do
about them?

. Are you willing to work and take risks to make changes?

. What seems tc interest and motivate you the most?

. I'd like to hear how you spend your time each day.

Thought Processes and Verbal Behavior. Rational or realistic thoughts and
disordered or psychotic thoughts are reflected in language. Rational thoughts take

place in conscious awarencss and, although stimulated by such sources as the
unconscious.and daydreams are monitored be reason and logic.

Disordered thoughts are directed more by unconscious factors and less affected
by reality or logic. A clue to the presence of a thought disorder is disturbarnce
in the association of ideas. Links between thoughts are unclear, thus creating
puzzlement in the listener as to how thoughts relate and where the conversation is
headed. Further confirmation of the presence of a thought disorder is provided by
delusional thought and incoherence. Assessment of thought processes enables
differentiating between psychotic or other disturbances, and therefore, the amount
of unconscious influence being exerted on the person. Interview cues and questions--
if the patient moves lips, appears preoccupied or gestures inexplicably, ask—-

. What's happening now?

. Do you have thoughts that disturb you?

. Do you sometimes feel people are talking about you?

Nonverbal Behavior. Nonverbal behaviors or body cues such as body posture,
facial expressions, gestures, movements, general appearance, and responses to the

interviewer are more spontaneous and harder to fake than verbal behaviors. They
‘can serve to reinforce or contradict verbal communication.

Research has shown that an interviewee desiring to withhold information usually
leaks clues about withheld information through nonverbal behavior, particularly of
the legs and feet. Inapp (1972) reported that less than thirty-five percent of the
social meaning of the situation is verbal; more than sixty-five percent is carried
on nonverbally.

Observation of nonverbal communication can expand on the patient's verbal
behavior and provide material to pursue with the individual. Interview cues and
questions—

ERIC '
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Does the patient sit rigidly, or doesz he/she show freedom of movement?
What is the patient's affect as he/sh: talks?

What can you tell about the feeling fiom gestures-—-foot—-tapping, fist-
pounding, picking at self?

Awareness and Handling Feelings. Often the process of identifying feelings is
blocked by various resistances used by the individual. Resistance prevents the
patient's awareness of unpleasant emotions. It is important for the therapist t
ask "he patient about how he/she is feeling. This 'helps the individual become more
aware of how feelings influence actions. Since most people tend to aveid unpleasant
feelings, the therapist needs to be particularly aware of this resistance as the
patient is interviewod.

A therapist collects data about the patient's expression or handling of feelings.
Is expression blocked? 1Is expression of feeling incongruent with awareness of that
feeling? For example, does the patient handle anger by placating? Interview cues
and ques:tions--

How are you feeling now?
. ﬁhat do you do when you get angry or sad?
« Tell me about a very happy and a very sad time in your life.
Talents, Strengths, and Assets. Assessment of talents, strengths, and assets,
part of the patient's total support system, focuses on healthier attributes of

personality and adjustment. Gathering information about assets as well as problems
enables a fuller, more balanced view of the person.

By collecting data about the client's strengths, the therapist has a take—off
point for deciding, with the patient, on some reachable therapeutic goals. Interview
cues and questions--

What are Yyour assets or strengths?
- What do you like about yourself?
» What do you do well?

Introspective View of the Therapist. When we look at the process of the
interview between therapist and patient we are talking about something with an
active, alive quality. Aspects of the relationship may involve transference and
countertransference. Transference involves repeating early patterns of interpersonal
relatedness with present day partners.

Since all people carry around some unfinished business in the area of early
childhood experiences, the therapist is also subject to react in a personal, distorted
way with the client. This, then, becomes countertransferencé.

What this means for the therapeutic recreation specialist is ongoing awareness
~of his/her own unfinished business, how his/her feelings and patterns of behavior
might surface in relationships with others.

IToxt Provided by ERI
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A therapist's own feelings can lend a very subjective quality to what has been
considered a collection of objective data on psychological assessment. Each of us
perceives the world a little differently. What we observe cannot be purely objective
for it is colored by differences in vision, experiences,. labeling of objects, judgment
of distances and size, and so forth. Awareness of the instrusion of subjectiveness is
the firs. step in reducing this distortion. The process occuring between patient
and therapist, with its subjectivz quality,provides data worth exploring as part of
assessment. By noticing and analyzing our learned responses when confronted with
experiences that remind us of earlier ones, we can be a source of data about the
patient if we know how this process afffects others. Interview cues and questions--

. How ao I feel like responding to the patieat—-with sympathy, anger, or
distrust? '

. How does the patient seem to be responding to me? Do I have any clues
as to how :rusting he/she is of me?

. What perscaal experiences am I reminded of as the patient talks to me?

A therapist is forever evaluating data from various content areas, seeking
relationships and contrasts, disparities and consistencies, and sharing these with
the patient. By so doing, he/she assists the patients's progress toward integration
and wholeness. Through the interview/assessment various needs, difficulties, and
strengths are surveyed. Fruition of this review comes with formulation of a
treatment plan and ‘further interventions. These items are geared to helr the patient
integrate feelings, experiences, and goals.

Treatment Planning As A Process

.

Treatment planning is a process which starts at the time a patient is admitted
and continues through discharge anc follow-up, with ongoing review, assessment, and
modification of the plar and the goals that it establishes. The Joint Commission for
Accreditation of Hospitals (JCAH) has established ten elements ia development and
review of treatment planning. These include--

1. Reasons for admission.

2. Identification of patient's problems and strengths from the patient
and/or significant others.

3. Identification of additional information needed.

4. Documentation of necessary information and initial assessment.

5. Statement of goals in measurable terms.

6. Summary staéement demonstrating that available information has been

evaluated and that goals are relevant to that individual evaluation.

7. Documentation of who, what, how, when, and where of implementation of
the treatment plan.

8. Review of patient's progress towards goals at stated ;ntervals.

ERIC - 9
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9. Revislon of plans and goals as indicated and appropriate.

10. Discharge plans and follow-up.
Of these elements of the Individualized Comprehensive Treatment Plan, five,

which have not always been included in the past, nowirequire documentation by JCAH.
These five are--

1. Including patient, family, and significant others in developiiig the
patient's treatment plans and goals.

2. Writing goals in measurable terms.

3. Stating the patient's stre.gths, as well as problems, and using
streugths in developing treatment plans and goals.

4, Reviewing and revising goals.
5. Planning discharge and follow-up.
Of special significance to the therapeutic recreation specialist is the requirement

that goals written in measurable terms now must describe an action or behavior which
can be observed and, therefore, measured.

Goals in Measurable Terms

Goals are a required part of the Individualized Comprehensive Treatment PJ]an.
They are the means to assess patient progress or lack of progress by determining to
what degrees they are being achieved. They should be--

. Appropriate-—relared to eliminating or lessening specific problems
of the patient.

. Achievable.

+ Time projected--the patient and staff should have some idea of how long a
period of time will be needed to achieve the goal, and the time expectation
should be incorporated in the goal plan. It is important that the goal be
reviewed by patient and staff at cvhe end of the agreed—-upon time period.

- Important to the patient, family, and significant others, as well as to
staff.

In addition, measurable goals should be related to reasons for admission and to
problems the patient should work on to be discharged. 1In other words, goals have to
do with why the patient came in and what is necessary to reduce or resolve his/her

problems.

Action stated goals should--
+ Describe how a patient will be acting or behaving.

. Be measurable.‘

'1 10



-10-

-« Be easily understood by anyone.

. Be appropriate.

4

Goals should be in measurable terms since they...

.. sassure thai each patient has an Individualized Treatment Plan;
..are predicated upon specificty which requires specific action leaving
little room for guessing; }
.. .communicate the same goal expectation to all staff who work with the
tatient and ensure a commonality of goals; and
...enable those involved in the ongoing treatment of patients, or ocher

qualified persons (e.g., surrseyors) to determine what active, meaningful
" treatment is being carried out.

Goals are often stated in vague or general terms. It .s not uncommon, for
example, to find goals such 2s "to improve the patient's appearance" or "to improve
the patient's social relationships." While these vague statements indicate areas
which need improvemént, they do not necessarily mean the same thing for each patient.
Neither do they carry the same expectatiomns for all staff. To one staff persoun
improving the patient's social relationships may mean keeping the patien: from
arguing. To another staff persom it may wmean helping the patient initiate or
sustain conversations, and/or parvicipate in games or group activities. While the
patient may need improvement in all of these areas, it might be more achievable to
concentrate on one goal at a time, a goal which patient and staff can agree upon.
Vague terms cause confusion and cannot be measured. They do not describe what
specific action or behavior to be taken is or what specific change will be observed
if und when the gnal is achiewved.

It is also useful to develop reasonable goals. Often goals are so complex that
they need to be broken into smaller steps to help ensure success. Failure to hchieve
goals may result if goals are too difficult or take too long to achieve, thus producing
frustration for both the patient and staff.

The Individualized Comprehensive Treatment Plan can ke an effective therapeutic
tool which is productive, satisfying, and helpful to staff as well as to patients.
The success of the Individualized Comprehensive Treatment 'Plan depends upon--

Involvement of patient in planning treatment to be provided by staff.

Conviction, willingness, and persistence of staff in spending required time
to develop listening and communication skills necessary to formulate the
plan.

Ongoing evaluation of the effectiveness of the plan.

. Willingness of each team member to accept his/her responsibilities in
carrying out specific goals assigned.

When patients are involved in the choice of goals—-self-determination--including
utilization of the patient’s strengths—building self-esteem and self-worth--both
staff and patient will know when a goal has been achieved. This process is much
more likely to produce more trusting and therapeutic relationships between staff
and patient. '

T oo B A
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During the active treatment process the therapeutic recreation specialist must
closely observe effects of prescribed programing. Careful clinical observation must
be carefully documented for bemefit of other members of the treatment team.

Descriptive Observation and Charting

All clinicians must chart only what is observed, that is, what is seen and heard;
do not give opinions; do not interpret. Use simple descrijtive terms. Do not use
diagnostic psychiatr'c or indefinite terms such as hallucinations, bizarre, delusional,
confused, provocative, uncooperative, upset, socializing, inappropriate.

Whether a patieit is experiencing delusions or hillucinations, and if the
latter, what type, can be very important as diagnostic clues and indications of
degree of illness. However, what the patient is actually experiencing can be
easily misunderstood. For this reason, those c¢bserving and reperting such incidents
must do so in an objective and descriptive manner. It may be well to ask the patient
questions about his/her behavior at such times for further clarification.

Do describe what you saw or heard that indicated these situations existed.
Some egamples of descriptive charting might help clarify this--

Not '"...seems to be upset,” but; how he/she acted upset.

For example--"Moving restlessly in chair."
"Pacing the hall smoking many cigarettes."
"Talking in high shrill tone about M

Not "...socializing with other patients," but, what they were doing.

For example--'"Visiting spontaneously with those near."
"Seeks others out to play cards with him/her."
"Responds readily when others invite to play."
"Wandering about with other teenagers stops to talk in
undertones or laughs uproz+iously frequently."
"Gathered in dayroom talking intently with other teenagers."

Not "...pleasant ward manner," but, how expressed.

For example~-"Visiting spontaneously in pleasant tone."
"Greets others with smile and pleasant voice."

Not "...disapproves of all aides," but, how shown in response to what.
For example--"Whenever aide approached glared at kim/her, then walked away."
"When asked to join group, turned back, did not respond to

aide, muttered in undertone to Mr. C. (patient)."

Not "...uncooperative," but, what you wanted him/her to do and how he/she
responded.

For example--When asked to go to recreation area answered, "What for!"
Tone surly.
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-

Not "...enjoyed very much," but, how hé/she expressed enjoyment.

For example--"Eyes shining. Laughing freely."
"Described game with pleasure.'

Do not waste time to chart "usual ward manner.'" It tells nothing about the
patient. Remember to record evidence of adequate or improved functioning to
indicate how well the patient is, as well as how ill.

Summary

Assessment and evaluation are bases for developing individualized recreation
treatment plans. Being systematic, consistent, and thorough are crucial to success.
The therapeutic recreation specialist is forever evaluating data from various content
areas, seeking relationships and contrasts, disparities and consistencies, and sharing
these with the patient. By doing so the patient is assisted in progressing toward
integration and wholeness.

A therapeutic recreation specialist, as a psychiatric clinician, makes
assessments and plans Interventions using a broad theory base. Within this the
therapeutic recreation specialist is aware of him/herself as a person as well as a
clinician, - and considers how the self is being utilized in working with clients.
This is an introspective process of interactions and thoughts occurring between
self and client. Through development of effective communication skills, as well as
skills involved with observation and descriptive charting, therapeutic goals formulated
during the assessment process are furthered. A therapeutic recreation specialist
shares his/her assessment of various needs, difficulties, and strengths, in planning
for further interactions with the patient to help integrate experiences, feelings,
and goals.
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ALSO AVAILABLE FROM AAHPERD . ..

INVOLVING IMPAERED, DISABLEO ANO HANDICAPPED
PERSONS IN REGULAR CAMP PROGRAMS

Designed to aid camp personnel, recreation agencies, and parents in
involving persons with handicapping conditions into regular camp
programs. Emphasis is on the similarities between handicapped and
non-handicapped campers.

PROFESSIONAL PREPARATION N ADAPTED PHYSICAL
EDUCATION, THERAPEUTIC RECREATION AND
CORRECTIVE THERAPY

A valuable source guide for indivig.:als anticipating careers in adapted
physical education, therapeutic recreation, or corrective therapy. Con-
tains alisting of institutions offering programs in thefield and those that
offer financial assistance. Also includes a state of the art report, a listing
of projects funded by the Bureau of Education for the Handicapped, and
professional organizations concerned with the handicapped.

TESTING FOR IMPAIRED, DISABLED, AND
HANDICAPPED INDIVIDUALS

Provides information about physical fitness tests, perceptual-motor
scales, and developmental profiles for use with impaired, disabled, and
handicapped persons. Summaries of instruments in each of the listed
areas contain information about where each device is available, what is
measured and how it is measured, administrative considerations, and
general comments.

PHYSICAL EDUCATION, RECREATION, AND RELATED
PROGRAMS FOR AUTISTIC AND EMOTIONALLY
DISTURBEO CHILDREN

Primarily a resource guide previding information about physical edu-
cation, recreation, art, dance, music and drama for autistic and emo-
tionally disturbed children. Also includes a brief description of 16
current physical education and recreation programs available for them.

PRACTICAL GUIDE FOR TEACHING THE MENTALLY
" RETARDED TO SwWiM

Designed to help professionals and volunteers teach the mentally
retarded to swim or to swim better. Sections deal with the instructional
staff, volunteers and aides, preservice and inservice training, and
community involvement, and include creative approaches which have
been used successfully in aquatics programs.

DANCE THERAPY — FOCUS ON DANCE VI

A comprehensive examination of the field of dance therapy. Articles on
training, research, methods of work and dance therapy for special
groups by leaders in one of dance’s most exciting applications.

ADAPTED PHYSICAL EDUCATION GUIDELINES:
THEORY AND PRACTICES FOR 70's AND 80’s

Deals with the what, why, who, when, ~here and how of adapted
physical education in a clear perspective consistent with current di-
rections and future trends as related to education, philosaphy, leg-
islation and litigation.

CAREERS IN ACTIVITY AND THERAPY FIELDS

Developed for high school students interested in investigating careers
in art, dance or music therapy, early childhood education, athletic
training, adapted physical education, developmental optometry,
therapeutic recreation, horticulture therapy, occupational therapy, ac-
tivity therapy, rehabilitation services or physical therapy.

SPECIAL OLYMPICS INSTRUCTIONAL MANUAL —

-FROM BEGINNERS T0 CHAMPIONS

The authoritative guide to Special Diympics coaching methods, tech-
niques, activities and progressions, emphasizing comprehensive train-
ing programs in fitness and conditioning, track and field events,
volleyball and swimming. Appropriate for Special Dlympics athleigs of
all ages, at all performance levels. Written by outstanding experts in
adapted physical education and published jointly with the Joseph P.
Kennedy Jr. Foundation.

VALUES OF PHYSICAL EDUCATION, RECREATION, AND
SPORTS FDR ALL

Contains frank and candid remarks from physicians, administrators,
specialists, professional preparation personnel, teachers, and im-
paired, disabled, and handicapped persons tiiemselves concerning the
need for physical education, recreation. »nd sperts programs for
special populations.

MAKING PHYSICAL EDUCATION AND RECREATION
FACILITIES ACCESSIBLE TO ALL

Designed as a beginning reference for those involved in planning and
implementing physical education, recreation, and sports programs for
all. Focus is on remaoval of physical and architectural barriers used for
physical education, recreation and sports so everyone can use them
regardless of type or severity of handicap. Philosophy, legal ap-
proaches, and guidelines for barrier-free design and community action
are presented. Discussions and examples of each type of facility are
followed by an annotated listing of apprapriate references.

PHYSICAL ACTIVITIES FOR THE MENTALLY RETARDEO
(IDEAS FOR INSTRUCTION)

Instruction in activities promoting fundamental motor development
and the exploration of general areas of skill; designed for use by
physical education instructors, classroom teachers, and recreation
personnel.

For current prices and order information, write |

AAHPERD Promotion Unit, 1900 Association Drive, Reston, VA 22091.
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Other Publications in the
PRACTICAL POINTERS
Series:

A new series of publications providing functional, how-to-do-it infor-
‘mation about physical education, recreation, sports, and related activ-
ity areas involving impaired, disabled, and handicapped persons. They
contain (1) ideas to assist in using various activities tv meet unique
needs of individuals with different handicapping conditions, (2) adapta-
tions, modifications, and creative approaches that have been success-
fully used in ongoing programs, and (3) ideas to stimulate creativeness
to find new and innovative ways of meeting needs of participants in
either special or regular programs and activities. The following issues
in the “Practical Pointers” series are now available (each is 82 x 11,
12-16 pp.):

Volume !

DEVELOPMENTAL PUKFOSES OF COMMERCIAL GAMES

CIRCUIT AND STATION ACTIVITY APPROACHES
RHYTHMIC ACTIVITIES FOR CHILDREN

CREATIVE DRAMATICS

ADAPTED EQUIPMENT FOR PHYSICAL ACTIVITIES
INDIVIDUALIZED EDUCATION PROGRAMS

INDIVIDUAL EDUCATION PROGRAMS: METHODS OF
INDIVIDUALIZING PHYSICAL EDUCATION

. MAINSTREAMING THE PAYSICALLY HANDICAPPED STUDENT FOR
TEAM SPORTS

iINDIVIDUAL EDUCATION PROGRAMS: ASSESSMENT AND
EVALUATION IN PHYSICAL EDUCATION

TIPS ON MAINSTREAMING: DO’S AND DONT'S IN ACTION
PROGRAMS

ROPE ACTIVITIES FOR FUN, FITNESS, & FONICS
MAKING AND USING PUPPETS

TEACHER-MADE ADAPTED DEVICES FOR ARCHERY, BADMINTON,
AND TABLE TENNIS

HOMEMADE TEACHING DEVICES

Volume li

THE ASSESSMENT PROCESS INR®  ATION WITH SEVERELY AND
PRDFDUNDLY RETARDED PG \TIONS

INEXPENSIVE ARTS AND CRAF™  -OR EVERYONE

RECREATION PROGRAMMING HIERARCHY WITH SEVERELY AND
PROFOUNDLY RETARDED POPULATIONS

ORGANIZIFG PLAYDAYS AND LARGE GROUP ACTIVITIES
INNOVATIVE PERCEPTUAL MOTOR ACTIVITIES

WEIGHT TRAINING FOR WHEELCHAIR SPORTS

PRINCIPLES AND PRACTICES FOR CHAMPIONSHIP
PERFORMANCES IN WHEELCHAIR TRACK EVENTS

DESK AND CHAIR ACTIVITIES FGR FUN AND FITNESS

DANCE FOR STUDENTS WITH ORTHOPEDIC CONDITIONS —
POPULAR/SQUARE/FOLK/TYODERN BALLET

SPORT ADAPTATIONS FOR UNILATERAL AND BILATERAL
UPPER-LIMB AMPUTEES

Volume Il
ADAPTIVE DEVICES FOR AQUATIC ACTIVITIES

INDEPENDENT SWIMMING FOR CHILDREN WITH SEVERE PHYSICAL
IMPAIRMENT

INNOVATIiVE PERCEPTUAL MOTOR ACTIVITIES: PROGRAMMING
TECHNIQUES THAT WORK

TRAMPOLINE ACTIVITIES FOR MULTIPLE HANDICAPPED
INDIVIDUAIL §

LEISURE COUNSELING AND DRUS ADDICTION
FIFTY POSITIVE VIGOR EXERCISES

PRINCIPLES AND PRACTICES FOR CHAMPIONSHIP PERFORMANCE
IN WHEELCHAIR FIELD EVENTS

INNOVATIVE DEVELOPMENTAL PHYSICAL ACTIVITIES FOR EARLY
CHILDHOOD AND SPECIAL EDUCATION STUDENTS

MOVEMENT DISCOVERY: LINKING THE IMPOSSIBLE TO THE
POSSIBLE

MOTOR DEVELOPMENT RELAYS

{MPLICATIONS OF SECTION 504 OF THE REHABILITATION ACT AS
RELATED TO PHYSICAL EDUCATION iNSTRUCTION, PERSONNEL
PREPARATION, INTRAMURALS, AND INTERSCHOLASTIC/
INTERCOLLEGIATE SPORT PROGRAMS

INDIVIDUALIZED LEISURE PROGRAMS FOR DISABLED PERSONS

For prices and order information, write:
AAHPERD, 1900 Association Drive, Reston, Virginia 22091.
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